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Public Sector Representation Representatives of state and local government (both executive and legislative branches) should be included as voting members. Nonvoting members should include representatives of federal agencies with major responsibilities in emergency medical care and child health and possibly other federal agencies with significant but less direct interests in these issues. Many of those agencies discussed above in connection with coordination of federal efforts would be represented. Altogether, the number of federal agencies with a potential interest in the activities of this proposed EMS-C agency is large.
In addition to representatives of government agencies, activists should not lose sight of the value of organizations that may bridge a gap between federal and state interests or across state lines. Groups that might sensibly be involved from the outset include the National League of Cities, the U.S. Conference of Mayors, the National Association of Counties, the Council of State Governments, the National Conference of State Legislatures, the National Governors' Association, the U.S. Conference of Local Health Officers, the National Association of County Health Officers, the Association of State and Territorial Health Officers, as well as the U.S. Advisory Commission on Intergovernmental Relations.
Length of Service The committee advises that members of the advisory council for the EMS-C center serve for a fixed period, such as two or three years. The committee also advises that terms be set in a staggered fashion, so that no more than one-third to one-half of the advisory council is "new" in any one period.
Staffing and Reporting Given its charge, a national advisory council for the EMS-C center should require only minimal administrative support from DHHS; it is assumed that this support will come from the center itself. The committee also believes that the advisory council should be charged with issuing periodic reports to the Secretary, preferably annually. Those reports should be widely disseminated to, among others, Congress, involved executive branch agencies, the states and their EMS-C advisory councils, and other interested parties. They should present recommendations of the advisory council concerning the main goals of the EMS-C center as well as any advice it has concerning programs or activities to be initiated, carried on, expanded, modified, or ended.
STATE AGENCIES AND ADVISORY COUNCILS ON EMERGENCY MEDICAL SERVICES FOR CHILDREN
The committee's second major pair of recommendations in this chapter is that each state establish a lead agency for EMS-C and a corresponding advisory council. The committee takes no position on whether these shouldus efforts totaled about $73.5 million, of which two-thirds constituted formula grants to the states.10 The Coordinating Council on Juvenile Justice and Delinquency Prevention, an independent organization in the executive branch, a concern as well.experts and interested parties outside the federal governmentic patients. and publishing hospital-specific mortality rates for the Medicare program.  Attractive conceptually, the analyses are extremely hard to do because of the need to control or adjust for many case-mix (patient, diagnosis, and other) variables. Such an approach might be somewhat simpler when applied in the EMS context only, for instance in analyses of trauma deaths in a hospital selling using the so-called TRISS methodology (Champion et al., 1981; Boyd et al., 1987) (see Appendix 7A). However, the enduring controversies about acuity and severity adjusters, coupled with the range of settings in which emergency care can be rendered, makes any broad application of Ihis approach debatable.
